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Purpose	
Food insecurity is a prominent issue in the United States, and it is well established that food insecurity
is linked to health and chronic illnesses. Studies show that screening for food insecurity is not yet
part of standardized practice among all primary care physicians, nor are care providers comfortable
with how to proceed with a patient who presents with this issue. Food insecurity is often handled by
community-based organizations (CBOs) such as food pantries. Family medicine and pediatric clinics
(FMPC) and CBOs hold unique relationships with their clients and can benefit from partnerships with
each other to improve health in their community. The goal of this research was to better understand the
connections between primary care and community organizations in addressing food insecurity.
Methods	Focus groups and key informant interviews with FMPC providers and members of local CBOs (2
food pantries) were held from 2018 to 2019. Perceptions of participants regarding food insecurity
were collected and analyzed concurrently using a grounded theory approach. Focus groups were
transcribed and data analyzed for theme emergence.
Results 	A total of 39 participants took part in 4 focus groups (each with 8–10 participants) and 4 individual
key informant interviews. The following themes emerged in both FMPC and CBO, in parallel yet
separate ways: meaningful relationships; stigma; conversation starters; having the answers; safe
spaces; and purposeful training.
Conclusions	There is a disconnect between primary care and community organizations in regard to addressing
food insecurity. FMPC and CBO could work together to create intentional intersections to address food
insecurity and health in their shared populations. (J Patient Cent Res Rev. 2021;8:31-38.)
Keywords	
food insecurity; primary care; community-based organization; food pantry; provider perceptions;
stigma; qualitative analysis

F

ood insecurity is a prominent public health issue in
the United States that impacts millions.1 According
to the U.S. Department of Agriculture (USDA),
food insecurity is defined as “times the food intake of one
or more household members was reduced and their eating
patterns were disrupted because the household lacked
money and other resources for obtaining food.” In 2017,
the USDA reported that 11.8% of all U.S. households
(15 million) and 7.7% (2.9 million) of households with
children were food insecure.1 Food insecurity is associated
with negative health consequences and chronic illnesses
such as poorer general health, cardiovascular disease,
obesity, type 2 diabetes, hypertension, increased risk

Corresponding author: David A. Nelson, PhD,
Department of Family and Community Medicine, Medical
College of Wisconsin, 8701 W. Watertown Plank Road,
Milwaukee, WI 53226 (danelson@mcw.edu)

Original Research

of birth defects, and greater risk of cognitive problems
and mental health, along with increased health care
utilization.2-6
Due to the impact of food insecurity and social
determinants of health on health disparities, there is a
persistent need to address these issues.7 Food insecurity
rates have risen during the COVID-19 pandemic,
especially among children, with the long-term
implications yet to be known.8 Armed with the knowledge
that food insecurity and other social determinants
of health impact health, an increasing number of
organizations recommend that physicians and health
care organizations become knowledgeable in screening
for and ways to approach social determinants.7,9-12
Although providers have become increasingly aware
of this issue, and may have individually implemented
screening or various programs, larger coordinated and
standardized efforts are minimal.11,12 This is in part due to
the lack of evidence surrounding referrals to community
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organizations and interventions based on screenings.13
In addition to a lack of evidence on the effectiveness of
referrals, time constraints exist within health care that
limit screening.14 Additionally, the ethical implication
of properly addressing a positive screen can be
intimidating. Despite the challenges of screening and
referring patients to resources, primary care physicians
understand the importance of their patients being food
secure.15 Though innovation exists in primary care to
approach these issues, more work needs to be done.10,16
Given these challenges, the intersection between
individuals, health, primary care and community-based
organizations (CBOs) needs to be further explored.

However, despite the ability of CBOs to address food
insecurity and the need for primary care providers to
identify food insecurity in the clinical setting and connect
patients to resources offered by CBOs, CBOs often
struggle to connect with health care systems.27 Limited
communication exists between CBO staff and clinical
practices, including collaboration regarding services related
to food security.30 Thus, the purpose of this study was to
explore the primary care and community perspectives of
food insecurity and health, as well as the connections that
exist between the primary care and community space in
addressing food insecurity and health.

In the United States, a number of federal policy and
community-based initiatives focus on decreasing
food insecurity at the population and individual
levels, respectively.17 Federal programs such as the
Supplemental Nutrition Assistance Program (SNAP)18
and USDA child nutrition programs19 are means tested
to support individuals and families who often experience
high rates of food insecurity. A variety of CBOs, such
as food pantries, food banks, and community gardens,
also serve to address such social needs and have the
resources and skills to do so. However, these groups,
too, face time and resource constraints.7 For individuals
who are food insecure, CBOs can serve as a vital source
for food access20 and often fill the gap left by SNAP and
governmental programs, an increasing necessity during
the COVID-19 pandemic.21 Traditional food pantries
provide eligible households with food items designed to
support the family over a prescribed number of days.22
Although food assistance programs were initially
designed for temporary support, many clients rely on
them for longer than 2 years.23 Despite the decline in
the number of food-insecure individuals in the years
preceding the pandemic,1 the amount of money needed
to be food secure continues to increase.24 This gap may
continue to widen as more individuals and families suffer
from unemployment and food insecurity, requiring more
financial support as a result of the pandemic.25

Participants were recruited from 2 Milwaukee-based
family medicine clinics and 1 pediatric health center
(together termed “FMPC”) and 2 Milwaukee-based
nonprofit food pantry organizations (termed “CBO”) to
participate in focus group and key informant interviews
in 2018–2019. Focus groups were aimed to have 8–10
individuals present. All interviews occurred during staff
meeting times or usual organization operational hours and
took place in private conference rooms at each respective
facility. Inclusion criteria comprised the following:
FMPC provider, CBO staff or frequent pantry client, and
age of 18 years or older. All participants received lunch,
and CBO participants received a $5 gift card and bus
pass for travel. All study activities were approved by the
health system’s institutional review board.

CBOs are positioned to engage the community under
a variety of circumstances and contexts and are often
seen as a gathering point, especially for low-income
communities.26 To meet the needs of the community,
CBOs need to build trust with the community and enter
into partnerships that satisfy the principles of community
engagement.27-29 CBOs help build to relationships
in the community and often emphasize health in the
biopsychosocial/spiritual dimensions.27 In addition
to providing their defined services, CBOs often play
important roles in advocacy and have the opportunity to
strengthen health systems.26
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METHODS

Before beginning, the facilitator distributed information
and received questions regarding the research process,
obtained verbal consent, and administered a demographic
survey. Participants could decline to answer any questions
and could withdraw at any time. Focus groups and
interviews were audio-recorded and lasted approximately
60 minutes. FMPC participants were asked the following
open-ended questions: “How does food insecurity fit
in this space?” “How can we connect this place to a
community-based organization, like a food pantry?” and
“How can providers talk to their patients about food?”
CBO participants were asked: “How does health fit in this
space?” “How can we connect this place to health care?”
and “How can people talk to their providers about having
enough food?” Clarifying questions for elaboration
and transitions were used throughout the session. Both
authors were present during sessions and took field notes
throughout for further review. Focus group and interview
recordings were de-identified and transcribed verbatim.
The study was strategically designed to utilize qualitative
methods, specifically focus groups, to best understand the
perceptions of participants. Qualitative methodology is a
flexible research tool that supports an understanding of
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the lived experience of the person being interviewed.31-33
To analyze the data, we used a grounded theory approach,
which provides a set of flexible analytic guidelines to
focus data collection and develop theories.34 Transcripts
were iteratively coded to capture theme emergence by
the authors and conferred for accuracy. Each theme was
reflected in the focus group session. This process was
like other qualitative research conducted by the team.35-38
Data collection and analysis occurred concurrently and
regularly. This allowed for reflexivity at subsequent
interviews, and data saturation was determined once no
further themes emerged.

RESULTS

Four focus groups (of 8–10 participants each) and
4 individual key informant interviews, totaling 39
participants, were conducted. FMPC participants
were predominantly White, female physicians in the
31–40-year-old age range. CBO participants were
predominantly White, male volunteers. Of note, a good
portion of CBO volunteers had previously been served
by the food pantry. Participant demographics are fully
displayed in Tables 1 and 2.
Six major themes were identified. These themes were
more broadly categorized into 1) ways an individual
impacts food insecurity and health, and 2) systemic
influences. FMPC and CBO perspectives for each of the
6 themes are fully presented in Table 3. These themes
can be thought of as considerations for improvement
at both primary care clinics and CBOs, with areas of
identified success for both. Themes were represented
in the narrative and transcripts of the participants, with
illustrative quotes presented herein.
Individual Impact

Theme 1: Meaningful Relationships. Meaningful
relationships represent bidirectional, trusted connections
between individuals. All participants continuously
returned to the importance of relationships. Providers
with long-standing relationships with patients felt
more comfortable discussing the issue. Similarly, the
foundation of CBOs is the trusting relationships with
their pantry clients, which allows discussion of sensitive
issues. For example, one CBO participant noted:
“I think it has a lot to do with trust and having people
comfortable with who they’re talking to and being
comfortable [at the CBO].”
Theme 2: Stigma. Stigma around food insecurity and
health was repeatedly discussed throughout all interviews.
FMPC participants acknowledged this as something that
needs to be recognized and overcome. When prompted
for further information, silence followed the question.
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Table 1. CBO Survey Responses (N=10)
Variable

n

Gender
Male
Female
None declared

6
2
2

Age
18–25 years
31–40 years
41–50 years
51–64 years
>65 years

2
4
1
2
1

Race/Ethnicitya
White
American Indian
Other
None declared

7
1
1
2

Relation to CBOb
Volunteer
Pantry client

9
2

a

One respondent identified as 2 different race categories.

One respondent was both a CBO volunteer and client at
the time of survey.
b

CBO, community-based organization.

Table 2. FMPC Survey Responses (N=29)
Variable

n

Gender
Male
Female

10
19

Age
26–30 years
31–40 years
41–50 years
51–64 years
>65 years

6
15
1
6
1

Race/Ethnicity
White
Black/African American
Hispanic or Latino
Asian

20
4
1
4

Relation to Facility
Physician
Resident
Other

15
9
5

FMPC, family medicine/pediatric clinics.
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Table 3. Perspectives of Major Themes
Individual impact FMPC clinicians

CBO staff and/or clientele

Theme 1:
Meaningful
relationships

“You know, I think part of the relationship that
you have over the continuous time is it’s a part of
their life and a part of what’s going on for them
which, you know, they tend to tell me more, I
think, about just things in their life the more that
I know them whether they think it’s related to
medicine or not.”

“I think everything starts with trust between the
community and us. … I think it has a lot to do with
trust and having people comfortable with who they’re
talking to and being comfortable.”

Theme 2:
Stigma

“And it’s somewhat discomforting in that delving
into one’s social stressors puts a burden on the
whole session. So, I mean, it’s sad to say that,
but that is how it is.”

“I think people are, for me, I’d be embarrassed,
I think, to tell people I don’t have enough food. I
mean, even if you come here [food pantry], I think
this is in one way [how] they admit it.”

“Feeling as though you can’t provide for yourself
or you can’t take care of yourself. … And people
look down on you when you can’t take care of
yourself or you don’t have those basic needs
or, like, housing. … There’s already kind of
a stigma just in general with low income, low
socioeconomic status, things of that nature.”
Theme 3:
Conversation
starters

“Most of our patients have WIC and food share
so we almost act like everybody does have it, as
we always ask, like, ‘Have you set your WIC up
for babies yet?’ and stuff like that.”
“I wonder how many people also would think of
this as a medical problem.”

Theme 4:
Having the
answers

“I think for both the patient and the provider it’s,
okay, now we have uncovered this problem …
are they even gonna be able to help me with
this? And you feel maybe guilty not knowing
what you can actually do to help them, like
maybe there is a food pantry but maybe they
don’t want to go there because of the stigma
associated with going to it, I don’t know. It seems
like something that is almost like an unsolvable
problem.”

“There’s enough people that come in here that we
know have health problems. I mean, they walk in,
they tell us they have health problems … and if we
can get somebody that we could call and say, ‘okay,
this is what’s going on; can you check them?’ …
Maybe that would be a step toward them getting the
real help that they need … because medically we
can’t do it, but we can maybe start the walk.
“And insulin is how much a month now? It’s
ridiculous even if you have insurance, you know. So
what’s the point of knowing if you can’t get what you
need?”

Systemic impact FMPC clinicians

CBO staff and/or clientele

Theme 5:
Safe spaces

“A lot of the time it comes out spontaneously
because of where they’re at in their life and
hopefully that they know this is a safe place for
them.”

“We have them [clients] already coming here and,
I think, on a pretty good basis. We have a nice
opportunity to get in touch with people and figure out
what’s wrong with them. We have their comfort and
their trust in this space here ‘cause everyone knows
it’s inclusive. We are an inviting place here.”

Theme 6:
Purposeful
training

“From a learner perspective, if we go to staff a
patient and say that you assess food insecurity,
no, because I don’t have that hour now. I just
spent 15 minutes to staff and ... (group laughs).
As they say, assess food insecurity from an
obstetrics perspective, it’s just that line of text,
so we’re not, like, trained on how to do it and not
even in medical school.”

“So we’re [pantry] trying to figure out a way … we
take them [health care volunteers at pantry] through
some sort of motivational interviewing training, but
like, all of those trainings, social science trainings,
are designed around you getting out of the driver’s
seat a bit, getting out of your, suspending your
judgments. … What we would really love to see is
some sort of collaborative where we could work with,
so this is something that we put a lot of time and
thought into … to work on these approaches across
disciplines. So whether I’m helping you go through
an addiction or helping you bag groceries or helping
you with your diabetes, like, we’ll all kind of have a
very similar approach and mindset.

CBO, community-based organization (ie, food pantry); FMPC, family medicine/pediatric clinics; WIC, U.S. Department of
Agriculture’s Special Supplemental Nutrition Program for Women, Infants, and Children.
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Stigma also became apparent when a provider discussed
the “discomfort” of “delving into social stressors putting
a burden on the whole session.” CBO participants often
described their experience facing stigma. A FMPC
provider explained her understanding of stigma as:
“Feeling as though you can’t provide for yourself

or you can’t take care of yourself. … There’s already
kind of a stigma just in general with low income, low
socioeconomic status, things of that nature.”
Theme 3: Conversation Starters. Conversation starters
is defined as a topic or visual that triggers conversation
about food insecurity and health. Participants identified
these conversation starters as something that would open
the door to discuss this issue. CBO participants expressed
the struggles that come with discussing health at the
pantry. FMPC participants expressed the importance of
having a lead-off point, such as talking about a program
like WIC (USDA’s Special Supplemental Nutrition
Program for Women, Infants, and Children):
“Most of our patients have WIC and food share so we
almost act like everybody does have it, as we always
ask, ‘Have you set your WIC up for babies yet?’ and
stuff like that.”
Theme 4: Having the Answers. Participants, FMPC and
CBO alike, spoke of a sense of feeling overwhelmed, even
if a discussion of food insecurity took place. They lacked
having answers, which was defined as an individual’s
knowledge of what to do when a problem presents itself,
or that the current “answers” were not sufficient or robust
enough. For example, a FMPC provider offered:
“I think for both the patient and the provider it’s, okay,
now we have uncovered this problem … are they even
gonna be able to help me with this? And you feel maybe
guilty not knowing what you can actually do to help
them. … It seems like something that is almost like an
unsolvable problem.”
Systemic Impact

Theme 5: Safe Spaces. Creating a space to discuss sensitive
topics defines “safe spaces.” Participants discussed both a
physical space and an emotional space. Both FMPC and
CBO participants describe the need to create such a space
within the setting. A CBO participant described how one
CBO has strived to create such a space:
“We have a nice opportunity to get in touch with people
and figure out what’s wrong with them. We have their
comfort and their trust in this space here ‘cause everyone
knows it’s inclusive. We are an inviting place here.”
Theme 6: Purposeful Training. Providers, particularly
resident physicians early on in their training, spoke of
the lack of adequate education and training around food
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insecurity in the clinic space. One resident physician also
described how time pressures inhibited such training
when discussing patient care with their supervising
physician:
“From a learner perspective, if we go to staff a
patient and assess[ing] food insecurity is required,
no, because I don’t have that hour now. I just spent
15 minutes to staff.”
CBO participants also discussed their view on the
importance of volunteer training and the hope to
incorporate further training around stigma, food
insecurity, health, and beyond.

DISCUSSION

The goal of this qualitative study was to understand
the connections between primary care and community
groups in addressing food insecurity and health. This is
one of the first studies to investigate these issues from
the perspectives of both FMPC providers and CBOs. The
similarities in themes that arose identified areas of success
and for improvement in each respective setting; yet, they
also identified the disconnect between FMPC and CBO
and opportunities to improve collaboration. Despite the
similarities between the responses of the groups, there
was a seeming lack of connection between the two.
As a similarity, the importance of meaningful relationships
emerged as the core theme, both between FMPC provider
and patient and between CBO and community member. A
model indicating the centrality of meaningful relationships
among FMPC providers, patients/pantry clients, and
CBOs is illustrated in Figure 1. These relationships
are bidirectional in that all must actively participate
and contribute; this is also a central principal within

Safe
Spaces

Stigma
Breakdown

Conversation
Starters

Meaningful
Relationships

Having the
Answers

Purposeful
Training

Figure 1. Model of family medicine/pediatric clinics
and community-based organizations in addressing
food insecurity and health.
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community engagement.29 Such relationships and shared
experiences allow us to think beyond the separateness
that often exists between FMPC and CBOs. It allows both
patients and providers to express a level of vulnerability
that often does not exist within the FMPC setting and can
be lacking in the transactions of CBOs. The establishment
and development of meaningful relationships is not solely
the responsibility of one entity but a collaborative effort
by all stakeholders. The lesson learned is we need to find
tangible ways in which to communicate around the issue.
For example, if a meaningful relationship has not been
established, participants — from both FMPC and CBOs
— divulged certain tactics (ie, conversation starters) that
facilitated the discussion of food insecurity and health. The
lesson of intentionality, that trusted relationships do not
occur all at once but require commitment by all to invest
time to develop trust, needs to be recognized. The longer
the relationship, the more likely trust is to be found, but
trust must be earned at either setting. This is especially
relevant and challenging in areas where multiple cultures
are present. Both care providers and food pantries alike
feel the pressure of time restraints, whether it is seeing
enough patients or the need to be efficient and “get food
out the door.” Thus, intentionality is needed to create
trusting relationships, otherwise the opportunity to connect
at a meaningful level may be missed.
Additionally, to move forward in the relationship, all
those involved need to recognize the stigma the issue
holds, including stigma encountered by those who may
have had negative experiences or faced judgments
within the health care system, and work toward greater
understanding. On a systemic level, this entails creating
a safe and secure place to talk through these issues. As
mentioned, one of the CBOs interviewed for this project
is already successful in this regard.
There was a lack of connectedness between FMPC
and CBOs despite the parallel in themes. Each
could identify the important factors in addressing its
respective “domain” (FMPC and health, CBO and food
insecurity) but had limited ability to speak about how the
organizations connected. Considering time constraints,
a specific script or workflow may be required. Part of
the workflow can be an intentional intersection in which
the CBO can be used as the trusted link between FMPC
and the client — a warm handoff between organizations.
However, for this privileged relationship to occur, the
CBO and FMPC need to build their own trusted link.
This research reveals that the link between CBOs and
FMPC is missing. FMPC providers may initiate a
referral to a CBO, but their knowledge of the CBO and
its resources was severely limited. On the CBO side,

36

JPCRR • Volume 8, Issue 1 • Winter 2021

these organizations have succeeded to create a space to
discuss food insecurity and, potentially, health but do
not have a clear pathway to provide answers for their
clients’ health. Though answers to all questions might
not be available, a path between the CBO and FMPC
would help. In the scope of addressing food insecurity,
these vital players currently exist in silos. Rather than
fully taking advantage of both their strengths, there is
virtually no connection other than providing a name or a
physical address. Greater intentionality and bidirectional
connectivity between FMPC and CBO are needed.
Lastly, FMPC providers discussed fear of not “having
the answers” if food security is brought up during clinic.
Previous research indicates that there is not widespread
screening by providers for food insecurity, nor are there
standardized protocols in place for referring identified
patients to community programs.9,10 This rang true during
the focus groups, and FMPC providers explained this
was due to the uncertainty of how to proceed. One FMPC
did not have a social worker on site, and providers were
unaware of resources. Even at a FMPC clinic with an onsite social worker, such individuals were overstretched,
and providers had minimal knowledge of available
resources. This gap in knowledge was further elucidated
with discussion of lacking purposeful training for FMPC
learners around the issue of food insecurity.
When asked about the role of food and health in participants’
respective organizations, there was a perceptible pause
and silence. The silence may infer meaning in both spaces.
Food insecurity in the United States is a silent epidemic
that all acknowledge exists, but without comprehensive
and adequate solutions. Despite decades of the wellknown associations between food insecurity and health,
and social determinants of health in general, this study
demonstrated how, overall, FMPC did not talk about food
and CBOs did not address health.39 Further research needs
to be done to explain this disconnection. The COVID-19
pandemic will likely further elicit this need, as social
determinants of health and social inequities can have a
considerable effect on COVID-19 outcomes and social
distancing adds barriers to food access.25 Now more than
ever, FMPC and CBOs have the opportunity to build
meaningful relationships to help their patients and clients
address food insecurity and health.
Limitations

This study has a number of limitations. First, a purposive
sample was employed based on existing relationships,
which provides a limited perspective. Additionally, the
sample included a variation of participation from FMPC
and CBO. There was variation in the years of experience
and other roles that FMPC providers or CBO staff and
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clients held, thus varying the perspectives that arose
during interviews. There is a need to include diverse and
equitable perspectives in all research. Future interviews
will further illuminate the current model and allow
for balance between CBO and FMPC perspectives.
Despite these limitations, the current research provides
a more complete picture of the clinical and community
perspective around food insecurity.

CONCLUSIONS

Food insecurity continues to affect the lives of millions in
the United States. However, collaborative discussions of
food status and health are not occurring at places where
this population frequently interacts — primary care clinics
and community-based organizations. This study provides
insight into the current status of the relationship between
FMPC and CBO in regard to addressing food insecurity
and health, and highlights themes that may advise future
communication and collaboration. First, representatives
from FMPC and CBO must break the silence, actively
discussing the issue of food security and health across
their respective settings to cultivate meaningful
relationships and link their individual strengths and
assets. Second, the development of policies that provide
solutions is needed. These may involve creating inclusive
spaces, both the physical and emotional, in FMPC and
CBO to break down stigma, allow for food- and healthrelated conversations, and foster relationships. Lastly,
greater efforts are needed to educate future generations
of health care providers to foster such relationships and
address food insecurity in their clinical practice.
Patient-Friendly Recap
•F
 ood insecurity — when a person may go hungry
because their household lacks money or other
resources — affects millions of Americans and has
been exacerbated by the COVID-19 pandemic.
This hardship is often lessened by local food
pantries; however, food insecurity can still
negatively affect health outcomes.
• The authors interviewed primary care providers and
both staff and clients of food pantries to understand
how each views their respective roles in addressing
food insecurity.
•W
 hile similar themes emerged from both groups
(such as the importance of establishing meaningful
relationships and purposeful training), there
remains considerable disconnect in action between
primary care and community organizations.
•B
 reaking the silence in acknowledging food
insecurity is the first step providers must take.
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